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Protected Health Information (PHI) 

Information in any format that identifies the individual, including demographic 

information collected from an individual that can reasonably be used to identify the 

individual. Additionally, PHI is information created or received by a health care 

provider, health plan, employer, or health care clearinghouse; and relates to the 

past, present, or future physical or mental health or condition of an individual. 

De-identified 

Information that has certain identifiers (see “identifiers” below) removed in 

accordance with 45 CFR 164.514; no longer considered to be Protected Health 

Information. 

(Note: Please be aware that individual participants may be identifiable by combing 

other items in the data een when none of the following 18 identifiers are present. 

Thus, a study may still contain personally identifiable data (PID) even after 

removing or never acquiring the identifiers listed below, and the investigator may still 

need to provide complete answers for the data security questions (Items 8-10) in 

the protocol. ) 

Identifiers 

Under the HIPAA Privacy Rule “identifiers” include the following: 1. Names 
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2. Geographic subdivisions smaller than a state (except the first three digits of a zip 

code if the geographic unit formed by combining all zip codes with the same three 

initial digits contains more than 20,000 people and the initial three digits of a zip code 

for all such geographic units containing 20,000 or fewer people is changed to 000). 

3. All elements of dates (except year) for dates directly related to an individual, 

including birth date,admission date, discharge date, and date of death and all ages 

over 89 and all elements of dates (including year) indicative of such age (except that 

such ages and elements may be aggregated intoa single category of age 90 or older) 

4. Telephone numbers 

5. Fax numbers 

6. Electronic mail addresses 

7. Social security numbers 

8. Medical record numbers 

9. Health plan beneficiary numbers 

10. Account numbers 

11. Certificate/license numbers 

12. Vehicle identifiers and serial numbers, including license plate numbers 

13. Device identifiers and serial numbers 

14. Web Universal Resource Locators (URLs) 

15. Internet Protocol (IP) address numbers 

16. Biometric identifiers, including finger and voice prints 

17. Full face photographic images and any comparable images 

18. Any other unique identifying number, characteristic, or code (excluding a random 

identifier code for the subject that is not related to or derived from any existing 

identifier 

4



5



While CMS does not impose specific documentation procedures on nursing homes 

in completing the RAI, documentation that contributes to identification and 

communication of a resident’s problems, needs, and strengths, that monitors their 

condition on an on-going basis, and that records treatment and response to 

treatment, is a matter of good clinical practice and an expectation of trained and 

licensed health care professionals. Good clinical practice is an expectation of CMS. 

As such, it is important to note that completion of the MDS does not remove a 

nursing home’s responsibility to document a more detailed assessment of particular 

issues relevant for a resident. In addition, documentation must substantiate a 

resident’s need for Part A SNF-level services and the response to those services for 

the Medicare SNF PPS. 
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For additional information, see the document posted to the HealthPAS portal in 

September 2010 that describes RUGs, assessment dates/schedules, and billing 

cycles.  

RAI Manual page 2-36: “If a SCSA is not indicated and an OBRA assessment was 

due while the resident was in the hospital, the facility has 13 days after reentry to 

complete the assessment (this does not apply to Admission assessment).”
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This is from page 5-10 of the RAI User's Manual: "Facilities should correct any 

errors necessary to insure that the information in the QIES ASAP system accurately 

reflects the resident's identification, location, overall clinical status, or payment 

status. A correction can be submitted for any accepted record within 3 years of the 

target date of the record for facilities that are still open. If a facility is terminated, 

then corrections must be submitted within 2 years of the facility termination date. A 

record may be corrected even if subsequent records have been accepted for the 

resident.

"Errors identified in QIES ASAP system records must be corrected within 14 days 

after identifying the errors."

• Target Date

- Entry Date (Item A1600) on an Entry tracking record (Item A0310F = 1)

- Discharge Date (Item A2000) on a Discharge/Death in Facility record (Item 

A0310F = 10, 11, 12),

- Assessment Reference Date (Item A2300) on an OBRA or PPS assessment.*
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37 months = current month plus 36 month
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RAI manual, Section A-5:  

If a nursing home resident elects the hospice benefit, the nursing home is required 

to complete an MDS significant change in status assessment (SCSA). The nursing 

home is required to complete a SCSA when they come off the hospice benefit 

(revoke). See Chapter 2 for details on this requirement.

It is a CMS requirement to have a SCSA completed EVERY time the hospice 

benefit has been elected, even if a recent MDS was done and the only change is 

the election of the hospice benefit.

This is an appropriate time for the nursing home to evaluate the MDS information to 

determine if it reflects the current condition of the resident, since the nursing home 

remains responsible for providing necessary care and services to assist the resident 

in achieving his/her highest practicable well-being at whatever stage of the disease 

process the resident is experiencing. 

The assessment must be completed by day 14, but can be completed earlier.  It 

may be beneficial to complete the assessment.  
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Code 0, no: if a diagnosis of coma or persistent vegetative state is not present 

during the 7-day look-back period.

If there IS a diagnosis of comatose or persistent vegetative state, than you can code 

for item B0100. 
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Page O-16

Item Rationale 

Health-related Quality of Life 
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O-17:  Planning for Care
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RAI Manual, page O-20 and O-21

The therapist’s time spent on documentation or on initial evaluation is not included.

Family education when the resident is present is counted and must be documented 

in the resident’s record.

Only skilled therapy time (i.e., requires the skills, knowledge and judgment of a 

qualified therapist and all the requirements for skilled therapy are met) shall be 

recorded on the MDS.  In some instances, the time during which a resident received 

a treatment modality includes partly skilled and partly unskilled time; only time that 

is skilled may be recorded on the MDS.

The time required to adjust equipment or otherwise prepare the treatment area for 

skilled rehabilitation service is the set-up time and is to be included in the count of 

minutes of therapy delivered to the resident. Set-up may be performed by the 

therapist, therapy assistant, or therapy aide. 
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the services are required and provided by qualified personnel;  

the services must be reasonable and necessary for treatment of the resident’s 

condition. 

31



32



33



34



35



Chapter II, Section 85.06, Covered Services
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Chapter II, Section 68.06

(b) Occupational therapy.

(1) Occupational therapy means services prescribed by a physician or other 

licensed practitioner of the healing arts within the scope of his or her practice under 

State law and provided to a beneficiary by or under the direction of a qualified 

occupational therapist. It includes any necessary supplies and equipment. 

(2) A “qualified occupational therapist” is an individual who meets personnel 

qualifications for an occupational therapist at § 484.4. 
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